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Introduction
A rudimentary horn results from a Mullerian duct
anomaly and it is difficult to recognize until patients
develop obstetric or gynecologic complications. In most
cases, complications can arise from either menstrual
outflow obstruction or abnormal pregnancy. Here, we
present the case of a patient with unicornuate uterus
and non-communicating functional rudimentary horn
in which severe dysmenorrhea and low abdominal pain
only developed after tubal ligation. A preliminary diag-
nosis of chocolate cyst was suggested by transvagi-
nal ultrasound. Laparoscopic surgery unexpectedly re-
vealed a unicornuate uterus with a rudimentary horn
with hematometra.
Case Report
A 39-year-old woman, gravida 6, para 4, presented with
complaints of mild dysmenorrhea for 6 years after
postpartum abdominal tubal sterilization. Her symp-
toms had worsened during the 10 months prior to
admission. Her previous gynecologic history was
characterized by regular menstrual cycles without
obvious dysmenorrhea. In addition, according to the
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statement of the patient and her medical record, she
had no preterm deliveries before the 37th week.
Pelvic examination revealed a palpable mass on the
left adnexa. Transvaginal ultrasound revealed bilateral
adnexal masses with a right adnexal mass measuring
4.1 = 3.2 cm and a left round echogenic mass measur-
ing 4.7 = 4.2 cm (Figures 1 and 2). At the time of the
investigation, the CA-125 level was 66.64 U/mL, so the
adnexal mass was suspected to be a “chocolate cyst”.
Therapeutic laparoscopy was the treatment of choice.
It showed a normal right uterus, ovary, and tube except
for tubal ligation. Unexpectedly, the left round adnexal
mass was attached to the right uterus by a fibrous band
(Figure 3), suggesting a rudimentary uterine horn. Visu-
alization revealed a right corpus luteum cyst and no
obvious endometriosis or adhesion in the pelvic cavity.
The left round ligament, ovary, uterine artery, and ureter
were identified during laparoscopy, and there were no
anatomic anomalies. During the excision, we confirmed
that the rudimentary horn did not directly connect with
the uterus (Figure 3). The left fallopian tube showed
bruising at the site of the previous tubal ligation, and
the tube attached to the rudimentary horn was removed.
The left round ligament and ovarian ligament were
transected from the left rudimentary horn. The left
rudimentary horn had no communication with the right
main cavity. The left uterine artery coursed up from the
right normal uterus, and the rudimentary horn was cut
carefully using electrocoagulation and scissors. Finally,
the mass was removed using colpotomy (Figure 4). After
the resected specimen was opened, hematometra was
noted and the chocolate-colored contents sprayed out
in the operating room (Figure 5). Pathology of the
Figure 4. Left rudimentary uterine horn and left fallopian
tube.
Figure 1. Round homogeneous mass initially suggesting
chocolate cyst. There is no communication between the uterus
and the mass (arrow).
Figure 2. Left endometrial cavity is intact and there is no
communication with the mass (arrows).
U = Uterus
RH = Rudimentary
horn
Ft = Fallopian tube
R = Round ligment
O = Ovary
L = Tubal ligation
Figure 3. (A) Laparoscopic photograph and (B) anatomic
sketch.
A
B
Delayed Dysmenorrhea in a Patient with Rudimentary Horn
89Taiwanese J Obstet Gynecol • March 2005 • Vol 44 • No 1
specimen showed myometrium with hematometra, and
the left fallopian tube had an old hematoma or hema-
tosalpinx.
Intravenous pyelography performed the day after
surgery showed that both the kidneys and ureters were
normal. In addition, no contrast medium leakage was
noted. The postoperative course was uneventful and
the patient was hospitalized for 3 days. Three months
postoperatively, she did not have any recurrence of
dysmenorrhea.
Discussion
The overall incidence of Mullerian duct anomalies
is approximately 5% among women with normal
reproductive histories [1]. Unicornuate uterus
caused by Mullerian defects accounts for 5% of
these anomalies [2–4]. A rudimentary uterine horn
is present in about 70% of cases of unicornuate
uterus [5,6], and a unicornuate uterus with a non-
communicating horn is present in 36% of cases [7].
Patients with non-communicating horns and a
functional endometrium are at high risk for pelvic pain
and endometriosis, which is related to retrograde
menstruation from the patent tube of the rudimentary
horn side [8].
According to our patient, she had twice undergone
artificial abortion before the last pregnancy due to her
economic situation. However, no obvious anomalies
were identified during the termination procedure by
ultrasound, which might have focused on the gestational
sac. Tubal ligation was performed at the time of her last
delivery. Owing to the increased size of the pregnancy-
related uterus, it is very difficult to recognize uterine
anomalies at this time [6].
Creatsas et al found that about 40% of unicornuate
uteruses are associated with urinary tract anomalies
[9]. If a unicornuate uterus with a rudimentary uterine
horn is present before surgery, physicians should
arrange for advanced imaging study [10]. Raga et al
reported a 91% correlation with both laparoscopy and
hysterosalpingography because the three-dimensional
reconstruction of the endometrial echo allows accurate
reconstruction of the uterine cavity [11]. At the least,
preoperative intravenous pyelography is necessary to
identify the path of the ureter or renal agenesis [12,13].
In addition, the uterine artery must be identified carefully
in the laparoscopic approach because, in many cases,
there is an alternative blood supply, which increases the
probability of uterine artery rupture [14]. Using these
precautions can decrease the risk of complications. In
our case, the blood supply was below the fibrous attach-
ment band and was easily identified and controlled
using electrocoagulation.
Most individuals with a unicornuate uterus and a
non-communicating rudimentary horn are asympto-
matic because the rudimentary horn does not have a
functional endometrium [8]. Tubal sterilization in the
rudimentary horn may cause serious dysmenorrhea
within 1 year after ligation [15]. Robischon et al described
the case of a woman with a 5-month history of severe
dysmenorrhea after postpartum tubal ligation; there
were no severe symptoms in the rudimentary uterine
horn immediately after tubal ligation [6], probably
because there was communication between the func-
tional endometrium and the main uterine cavity.
We wondered why our patient felt severe discom-
fort for 6 years after tubal ligation and developed
severe dysmenorrhea in the 10 months prior to admis-
sion. The rudimentary horn may have communicated
with the main uterus initially, but the functional endo-
metrial debris may have gradually obstructed the
communication tract after tubal ligation. If the ru-
dimentary horn did not communicate with the main
uterus, the sterilization procedure may not have
occluded the tubal tract completely. The tube then
gradually became obstructed due to a chronic inflam-
matory reaction.
A fibrous band between the right main uterus and
the left rudimentary horn was noted during laparoscopy.
Owing to the ambiguous findings, chromotubation
with methyl-blue was used to show occlusion with high
intrauterine pressure. In addition, the rudimentary horn
was opened in the operating room and chocolate-
colored menstrual-like contents were noted. Grossly,
no canal structure could be traced from the rudimentary
horn cavity. We identified a unicornuate uterus with a
non-communicating rudimentary horn with a functional
endometrium.
Optimal management for rudimentary horn depends
on the history and specific laparoscopic findings [6].
Iatrogenic complications should be considered. If the
Figure 5. Chocolate content sprays out after incision.
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non-communicating rudimentary horn with a functional
endometrium had been identified before sterilization,
the surgeon might have suggested leaving the tube on
the side of the rudimentary horn alone. Proper follow-
up should be used to prevent adverse sequelae. Whether
the rudimentary horn with functional endometrium is
excised or not, physicians should carefully explain to
patients the risk of complications since they may lead to
severe pelvic pain and endometriosis.
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